Foster Family Home - Corrective Action Report

Provider ID: 1562507

Home Name: Regina DelaVega,CNA  ReviewID:  1-562597-6

1018 A Kalihi Street Reviewer: David Ayling

Honoluly HI 96819 Begin Date:  6/19/2018 End Date: 4 /‘}' (¥

Foster Family Home ~ Required Certificate . [17-14546]

B6.(d)}(1) Comply with all applicable requirements in this chapter; and
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Home visit for a 2 person CCFFH recertification review made on 6/19/18. Corrective Action Report issued during home
visit with all items due to CTA by 7/19/18.

6.(d)(1) - see applicable sections of the review

Foster Family Home Background Checks . [M71458-74]
7.1.(a)2) Be subject to adult protective service perpetrator checks if the individual has dlrect contact with a client; and
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7.1.(a)(2) - APS/CAN expired for CG #1 and CG #2. Not done until 9/12/17 for CG #1(expired on 6/12/17). Not done until
6/1/18 for CG #2(expired on 6/12/17).

Foster Famlly Home Client Care and Semces : [17-1454-43]
43.(b) One bed in each home shall be reserved for Medicaid recipients.
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43.(b) - Currently only has 1 private pay patient.
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Community Care Foster Family Home (CCFFH)
Written Plan of Correction for Deficiencies
Listed in Corrective Action Report

Chapter 17-1454

CCFFH Name: 25 1y 0"{“’/

CCFFH Address: LL! ,&4
/O/J;ﬁma lu/ }QJ/ 96¥/ ?

Rule Corrective Action Ta k{%r{ Date Prevention Strategy
Number Corrected
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